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EMPLOYEE REPORT OF INJURY 
ATTENTION EMPLOYEE: SDCL 62-4-51 provides that any person who knowingly files a fraudulent claim for 

worker’s compensation benefits is guilty of a Class 1 misdemeanor. 
 

First Name: ________________________________ M.I.: __________ Last Name: ________________________ 

What happened? (If a diagram drawing helps, draw on the back of the form): ___________________________________ 

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________ 

Names of Witnesses (persons present at the time of injury): __________________________________________________ 

__________________________________________________________________________________________________________ 

Location of Accident: ______________________________________________________________________________________ 

How were you hurt? _______________________________________________________________________________________ 

__________________________________________________________________________________________________________

What is your injury? _______________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Date of Accident: ________________________________  Time of Accident: _________________________________ 

Did you seek medical attention?   Yes _________  No _________ 

 Physician Information Hospital/Clinic Information 

Name  

 

 

Address  

 

 

Telephone  

 

 

 

Who accompanied you to the hospital or clinic? ______________________________________________________________ 

A school district employee?  Yes _________  No _________ 

Signatures 

Employee’s Signature: _________________________________________________  Date:_________________ 

Supervisor’s Signature: _________________________________________________  Date: _________________ 

Administrator Signature: ________________________________________________ Date: _________________ 


